Introduction
A common mistake is to assume that depression and anxiety represent nothing more than natural and understandable reactions to incurable illness. When cure is not possible, the analytical approach we adopt to physical and psychological signs and symptoms is often forgotten. Excuse is found in the overlap of symptoms due to physical disease, depression, and anxiety. This error of approach and the lack of diagnostic importance given to major and minor symptoms of depression result in underdiagnosis and treatment of psychiatric disorder.
Losses and threats of major illness
• Knowledge of a life threatening diagnosis, prognostic uncertainty, fears about dying and death • Physical symptoms such as pain and nausea • Unwanted effects of medical and surgical treatments • Loss of functional capacity, loss of independence, enforced changes in role • Practical issues such as finance, work, housing • Changes in relationships, concern for dependants • Changes in body image, sexual dysfunction, infertility
The emotional and cognitive changes in patients with advanced disease reflect both psychological and biological effects of the medical condition and its treatment.
Psychological adjustment reactions after diagnosis or relapse often include fear, sadness, perplexity, and anger. These usually resolve within a few weeks with the help of the patients' own personal resources, family support, and professional care. A minority of patients, about 10-20%, develop formal psychiatric disorders that require specific evaluation and management in addition to general support. It is important to recognise psychiatric disorders because, if untreated, they add to patients' suffering and hamper their ability to come to terms with their illness, put their affairs in order, and communicate with others.
Risk factors for anxiety and depression
• Organic mental disorders • Poorly controlled physical symptoms • Poor relationships and communication between staff and patient • Past history of mood disorder or misuse of alcohol or drugs • Personality traits hindering adjustment-Such as rigidity, pessimism, extreme need for independence and control • Concurrent life events or social difficulties • Lack of support from family and friends Emotional distress and psychiatric disorder also affect some relatives and staff.
Causes
Depression and anxiety are usually reactions to the losses and threats of the medical illness. Other risk factors often contribute.
Confusion usually reflects an organic mental disorder from one or more causes, often worsened by bewilderment and distress, discomfort or pain, and being in strange surroundings with strange carers. Elderly patients with impaired memory, hearing, or sight are especially at risk. Unfortunately, reversible causes of confusion are underdiagnosed, and this causes unnecessary distress in patients and families. 
Clinical features
Depression and anxiety These are broad terms that cover a continuum of emotional states. It is not always possible on the basis of a single interview to distinguish self limiting distress, which forms a natural part of the adjustment process, from the psychiatric syndromes of depressive illness and anxiety state, which need specific treatment. Borderline cases are common, and both the somatic and psychological symptoms of depression and anxiety can make diagnosis difficult. Somatic symptoms-These are often the presenting symptoms, and they overlap with symptoms of the physical illness. For example, depression may manifest as intractable pain, while anxiety can manifest as nausea or dyspnoea. Such symptoms may seem disproportionate to the medical pathology and respond poorly to medical treatments.
Symptoms and signs of depression
Psychological symptoms-Although these might seem understandable, they differ in severity, duration, and quality from "normal" distress. Depressed patients seem to loathe themselves, over and above loathing their disease. This manifests through guilt about being ill and a burden to others, pervasive loss of interest and pleasure, and hopelessness about the future. Suicide attempts or requests for euthanasia, however rational they might seem, often indicate clinical depression. Standardised screening instruments include the hospital anxiety and depression (HAD) scale for mood disorder and the mini mental state (MMS) or mental status schedule (MSS) for cognitive impairment. Though not sensitive or specific enough to substitute for assessment by interview, they can help to detect unsuspected cases, contribute to diagnostic assessment of probable cases, and provide a baseline for monitoring progress.
Knowledge of previous personality and psychological state is helpful in identifying high risk patients or those with evolving symptoms, and relatives' observations of any recent change should be heeded. Visits from a specialised palliative care nurse (such as a Macmillan nurse) or attendance at a palliative care day centre, combined with follow up by the primary healthcare team, often benefit both patients and families. Religious or spiritual counselling may be relevant. Psychiatric referral is indicated when emotional disturbances are severe, atypical, or resistant to treatment; when there is concern about suicidality; and on the rare occasions when compulsory measures under the Mental Health Act 1983 seem to be indicated.
References for screening instruments
Non-drug therapies, both "mainstream" and "complementary," share the common features of increasing patients' sense of participation and control, providing interest and occupation when jobs or hobbies have had to be discontinued, and offering a supportive personal relationship. Usually delivered in regular planned sessions, they can also help in acute situations-for example, deep breathing, relaxation techniques, or massage for acute anxiety or panic attacks.
For bedridden patients who are anxious or confused as well as very sick, it is important to provide nursing care from a few trusted people; a quiet, familiar, safe, and comfortable environment; explanation of any practical procedure in advance; and an opportunity to discuss underlying fears. 
Psychotropic drugs
For more severe cases, drug treatment is indicated in addition to, not instead of, the general measures described above.
Depression
Drugs should be prescribed if a definite depressive syndrome is present or if a depressive adjustment reaction fails to resolve within a few weeks. The antidepressant effect of all these drugs may be delayed for several weeks after starting therapy.
Tricyclic antidepressants produce a worthwhile response in about 80% of patients, and their sedative, anxiolytic, and analgesic properties may bring added benefits. However, they have considerable anticholinergic side effects, and they are toxic in overdose. Amitriptyline is the standard compound; dothiepin is similar but is sometimes better tolerated. For both drugs, low doses in the range 25-50 mg at night are sometimes effective, but many patients need 75-150 mg or more. Lofepramine, at doses of 70-210 mg daily, has lower toxicity. Other treatments-Many alternative compounds are also available, and the less widely used ones-including monoamine oxidase inhibitors, psychostimulants, lithium, and various combinations of antidepressants-may be tried on psychiatric advice with due regard to their interactions with other drugs. For severe depression only, electroconvulsive therapy is safe and rapidly effective. Organic mental disorders do not necessarily contraindicate the use of antidepressant drugs or electroconvulsive therapy.
Anxiety
Benzodiazepines are best limited to short term or intermittent use; prolonged administration may lead to a decline in anxiolytic effect, and cumulative psychomotor impairment. Low dose neuroleptic drugs such as haloperidol 1.5-5 mg daily are an alternative. ß blockers are useful for autonomic overactivity. Chronic anxiety is often better treated with a course of antidepressant drugs, especially if depression coexists.
Acute severe anxiety can present as an emergency. It may mask a medical problemsuch as pain, pulmonary embolism, internal haemorrhage, or drug or alcohol withdrawal-or it may have been provoked by psychological trauma such as seeing another patient die. Whether or not the underlying cause is amenable to specific treatment, sedation is usually required. Lorazepam, a short acting benzodiazepine, can be given as 1 mg or 2.5 mg tablets orally or sublingually, or intravenously as 25-30 µg/kg. Alternatively, midazolam 5-10 mg can be given intravenously or subcutaneously. An antipsychotic such as haloperidol 5-10 mg may be better if the patient is also psychotic or confused. Medical assessment needs to be repeated every few hours, and the continued presence of a skilled and sympathetic companion is helpful.
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Examples of art therapy-The painter of these figures is a man with cancer of the larynx. Having lost his voice, his partner, and his hobby of playing the trumpet, he was depressed, angry, and in pain. He likened himself to an aircraft being shot down in flames or to a frightened bird at the mercy of a larger bird of prey. He has since improved, and wrote to tell his doctor how much it helped to draw his "awful thoughts." (Pictures and case history courtesy of Camilla Connell, art therapist at Royal Marsden Hospital.)
